300 words and should be typed double-spaced Accident flying squads Cope et al. (March 1991 JRSM, p 144) in their recent retrospective analysis of208 flying squad attendances 'Are accident flying squads also worthwhile for medical emergencies?' conclude that 'Accident flying squads are cleared for take off'.
This conclusion was reached despite no increase in the number of lives saved in trauma cases, and, in the medical group studied, only one patient receiving cardiopulmonary resuscitation survived to leave hospital. Of the 53 patients suspected of having an acute myocardial infarction, 14 were certified dead on the arrival of the flying squad, 13 died despite intervention, and in 15, an intravenous cannula, electrocardiographic monitoring, and analgesia were prescribed. It can be argued in this last group, apart from the administration of analgesia, little benefit was obtained from the presence of a team, and in fact, the call out of the team by the attending ambulance crew actually added to the delay in transport of the patient to hospital.
The training benefits of the scheme are emphasized, but the ability 'to intubate in the dark underneath an overturned lorry', apart from being an admirable technical achievement, must be of questionable value when no increase in patient survival has been shown.
The high profile of such a team is readily appreciated by the public but does this high profile achieve worthwhile results?
A study by Anderson et al. 1 on the potential and benefits of advanced prehospital care, showed only limited benefit of advanced prehospital care for medical patients and even less so for trauma victims in an urban setting.
The way forward to improve survival in this group of patients must be an enhanced community-based system of bystander cardiopulmonary resuscitation, Journal of the Royal Society of Medicine Volume 84 July 1991 445 the computer which is about to be installed in the BIR. A much larger sum is needed to provide a salary for the organizer of the project and the other running costs.
Can we make a strong appeal for donations to assist in its work, from industry, from grant-aiding bodies and from all individuals working in the broad field of radiological science and practice. British radiology has a valuable heritage. This is your heritage. Help us to rescue and preserve it.
I Isherwood
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Honorary Treasurer together with the early back up of personnel trained in advanced cardiopulmonary resuscitation techniques.
It must not be forgotten that cardiac arrest in the community is usually an indicator ofischaemic heart disease which is associated with poor long-term survival. Perhaps, high profile flying squads should remain grounded until there is an increased awareness in prevention and an enthusiastic uptake of citizen cardiopulmonary resuscitation. BMJ 1987; 294:228-31 Death of Mozart I am grateful for Dr Wheater's reply to my letter (March 1991 JRSM, p 179) . I should like to take the points in turn.
(1) The symptom of 'a chill on the kidneys' is indeed to be found in Deutsch's documentary biography, but Deutsch gives no source. Where, then, does Dr Wheater's reference to the Wiener Zeitung come from, and can she be more specific about the date of the issue?
(2) Mozart, as far as we can tell from the correspondence, had three separate outbreaks of illness in the 1789/90 period. We have no symptomatic details of the illness of July 1789. Dr Wheater quite explicitly takes the symptoms of the illness of April-May 1790 and states that they commenced in July of the previous year. Moreover, what Dr Wheater does not assume, her narrative certainly implies.
(3) Dr Wheater is to be congratulated for finding an earlier source than Holmes for the swooning fits. However, the Rochlitz anecdotes were exposed by Otto Jahn in 1855, in the introduction to the first edition of his Mozart biography, as being in detail fraudulent. Two things are certain. Rochlitz did not know Mozart personally, and he was inclined to embroider.
(4) I am pleased to acknowledge that I managed to overlook the sentence concerning venesection and can only plead that Dr Wheater did not take the point over into her summary. I am not a medical authority but as I understand it, irrespective of Mozart's other symptoms, this could have been a sufficient cause of death.
In regard to points (5) and (6) I was simply pointing out that Dr Wheater was repeating and perpetuating unquestioningly errors of fact or interpretation deriving from Dr Davies. The attempt was to straighten the record, and I am glad that we are not here in dispute. J STONE 84 Priory Road London NW6 3NT
Gastrointestinal haemorrhage in the over 75s
Kafetz and Wijesuriya (January 1991 JRSM, p 32) conclude in their paper that the mortality from bleeding duodenal ulcer is greater in people over 75 years. However there are flaws in the design and reporting of their study which cast doubt on this conclusion.
The paper does not state:
(1) how the diagnosis of upper gastrointestinal bleeding was made. Therefore other patients with this condition may have been unintentionally excluded from the series during the study period.
(2) what proportion of patients received a surgical opinion. (It merely states 'there was no reluctance to operate on the over 75s'). Was the degree of enthusiasm for operation that of the physicians or of the surgeons involved?
(3) whether there was a difference in management policy or in outcome between the over 75s treated at the Royal Gwent and those treated at Whipp's Cross Hospital.
(4) the origin of the group of patients under 75 years included in the study. Presumably these patients were admitted at the Royal Gwent, but were they under the care of geriatricians, physicians, surgeons or were they a mixed group?
The text claims 68 patients over 75 years at Whipp's Cross Hospital and 87 at the Royal Gwent. Table 1 shows 79 at Whipp's Cross and 77 at the Royal Gwent.
The distribution of causes of GI haemorrhage in Table 1 shows a geographical variation as well as an age-related variation. For example duodenal ulcer is commoner in the Royal Gwent series than in the series at Whipp's Cross (19/77 (25%) compared with 12/79 (15%».
The conclusion that mortality from bleeding duodenal ulcer is greater in patients over 75 years cannot be drawn; the data presented do not exclude the alternative explanation that the mortality from bleeding duodenal ulcer was lower in the group of patients treated at the Royal Gwent than in those treated in the London series.
This study demonstrates well the problems of comparing groups of patients treated at different times and in different centres. Although, as the authors state, this enables larger numbers of patients to be studied, there are too many variables between the groups for valid conclusions to be drawn. C The author replies below:
I am grateful to Ingham Clark for her correction in relation to our numbers of patients. The numbers in Table 1 are correct. The original paper from Gwent explains in detail the criteria used in the retrospective survey. Our prospective survey is based on patients with similar criteria but those patients who did not have classical symptoms on admission but were found to have upper gastrointestinal haemorrhage were also included because we are clearly very sensitive to the concept of 'altered presentation of disease in the elderly'. We stated that 'there was no reluctance to operate on the over 75s' because it can be seen that patients did not have less operations if they were older. The usual clinical practice in the United Kingdom is for the Surgical Registrar on call to be informed when a patient with gastrointestinal haemorrhage is admitted but it is unusual for patients to be seen unless there is a problem with their management. Our SHOs respect the fact that their colleagues' efficiency depends on how much sleep they have at night. The outcome of the two hospitals is clear from Table 1. The hospitals had no defined whole hospital management policy and the individual physicians and surgeons took their own decisions. This is always going to be the case unless there is careful agreement in ajoint unit which does not resist admitting elderly people and which is unlikely to have large enough numbers of patients to study the problem of changes in management in elderly people. The patients at the Royal Gwent under 75 years were a mixed group. I do not believe the numbers in either group are enough to be conclusive about a geographical variation.
Clearly Ingham Clark was right to point out the variables between the two groups. It is for this reason that we felt it helpful to combine them as we are looking at patients from completely different geographical areas and therefore they may be more representative together of the country as a whole. A larger study is appropriate as discussed in our text. Paterson (March 1991 JRSM, p 183) ignores the fact that every GP must practice 'Holistic Medicine' which includes treatment of localized diseases, and that every specialist considers differential diagnosis in every case. I do not accept his assertion that there is no scientifically based beneficial treatment for 'pain of vertebral origin'!, if he includes spinal fibromuscular pain. He correctly states that we do not know how most therapies work. We do know that any disturbance of affected painful tissues leads to production of pain relieving endomorphins, and that this phenomenon is the basis of temporary relief given by such treatments. I have not read his book, and look forward to reading his account of the uselessness of everyone of the 30 therapies for pain of vertebral origin. I invite him to reconsider the efficacy oflocally injected corticosteroid for fibro-myalgic lesions of the musculo-spinal region 2 -8 • I H J BOURNE Richmond, Thorndon Approach, Herongate nr. Brentwood, Essex CM13 3PA References
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